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CHAPTffi I 
Introduction 
The multi-discipline setting of a neuropschiatric hospital must 
work as a coordinated unit in order to achieve success in programs 
established for the treatment of the patient. Social Service has an 
important role to plaT on the hospital team. The doctor is not able 
to achieve maximum success in treatment of the patient without the 
coordinated interplay of Social Service. 
Acquisition of social data, preparation for the patient's return 
to the communit,y, follow-up of the after-care patient, placement of the 
patient on a job or in a home other than his own, and case work activit,y 
with the patient's familY and relatives are important activities of the 
social worker at a neuropsychiatric hospital. The success ·of a hospital 
program, geared towards the medical treatment of the patient, depends on 
the cooperative part the social worker plays as a member of the hospital 
team. The acceptance of the social worker by other members of the hoe-
pital team is important in the integral scheme of a coordinated treatment 
program. 
The social worker in a multi-discipline setting, such as 
a hospital, performs as the 11 social" expert. However, 
skill and knowledge are not sufficient. It is necessary 
that one be recognized and accepted as an expert. An 
expert cannot be self-established. It is necessary for 
management and the medical leadership in the hospital to 
practice their day-by-day treatment activities by con-
stantly giving the social worker the fUllest opportunity 
to fUnction in this rashion.l . 
1 
ltrVing Greenberg, "Role of the Social Worker in a Ps.ychiatric Hospital," 
Department of Medicine and Surgery, Information Bulletin-10-29, Ps.ychi- II 
= _ t_ atry and Neurology ~ivision--soci~l Work ~~-_!s.ychiatry, October, 195'2,p._7~ ==--=j 
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Purpose of Study 
The purpose of this study is to examine by description and ease 
I 
stu~ the more thorough and better integrated coordination in treatment 
programs at Northampton V. A. Hospital. 
Chapter III will outline descriptively the program developments 
that ensued with Social Service's increased ,participation and integration 1 
in the hospital multi-discipline approach. 
In Chapters IV and V, the writer, by use of Trial Visit and 
Anamnesis (Social History) referrals as an index will endeavor to examine 
on a comparative basis significant growth in the activities of the Social 
Service Department in these programs. 
I 
The author endeavored to answer the following questions while making 
I I 
this study 
1. How did the reorganization of the Social Service Department 
come about? 
2. What administrative changes affected the growth of the Social 
Service Department? 
3. What effect did the increase o! and stabilization of the Social 
Service Department have upon its extended .activities in treat-
ment programs? 
Scope and Method 
This study will undertake to delineate the major hospital programs 
in which Social Service became active since the inception of its reorgan-
ization in the summer of 1948. The following programs will be outlined 
with a discussion of Social Service's coordination and integration in 
treatment programs, and extension of activity in such programs: Anamnes:is,l 
Trial Visit, Therapeutic Trial Visit, Job Placement and Famil;y Care. 11 ~~ :~ - --~- ~ ---~~ ~l 
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II 
Case studies will be limited to Trial Visit and Anamnestic referrals. 
Activity around these referrals--with patient, family, and doctor--will 
be evaluated. By comparing sample cases drawn from the month of April 
for the years 1949 and 1953, the writer will endeavor to examine signifi-
cant differences that existed in casework activity prior to, during, and 
following Trial Visit and Anamnesis referrals. The case sample drawn 
from April 1949 will be termed Group I. The April, 1953, case sample will 
jl- be termed Group II. Cases studied were drawn from the files of Social 
II 
II 
Service; V. A. clinical folders, and Social Service index cards were also 
used as sources of information. 
A schedule was drawn in an attempt to answer the general questions 
posed. (See Appendix) Scheduled questions were limited to Trial Visit 
and Anamnesis referral data. 
For the descriptive part of this thesis, information was obtained 
on program developments from the Chiefs of Professional Services and 
Social Service and the Family Care social worker. In the main, Veterans 
Administration literature was surve,yed since it had direct bearing upon 
this study. 
Limitations 
The stu~ is necessarily limited because the case material used was 
recorded for treatment purposes rather than for purposes of research. 
The caseworkers' subjectivity in case recording was accepted without 
question by the writer. 
The stu~ is necessarily limited to the material drawn from the 
!I 
cases. Originally, the writer had forty cases in L sample of twenty-nine 
~- -, -=~ -=- '""= =- -===== 
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CHAPTER II 
Hospital Setting 
Northampton Veterans Administration Hospital, one of thirt,y-five 
V. A. Neuropsychiatric Hospitals, is located in the outskirts of 
Northampton, Massachusetts. The above hospital was opened for service 
in 1924. 
The Veterans Administration has the largest network of hospitals 
I 
under one Administration in the country.2 N~rthampton V. A. Hospital 
tod~y has 1,105 beds. When the hospital first opened it had 300 beds. 
Assigned territor,r for this hospital which houses and treats mentally 
' I 
ill patients includes Vermont, Connecticut except Fairfield County, 
New York State from Poughkeepsie north to Plattsburg and Western Massa-
chusetts, west of Worcester.3 \ 
Be.cause of pressure for beds from areas \ outside of the immediate 
assigned area a patient will occasionally be admitted to the Northampton 
v. A. Hospital whose residence is outside of ~ this allocated area. 
Two hundred and forty-two of the 1,10.5 available beds are allocated 
to the General Medical and Surgical Service; \fifty to the T. B. observa-
tion patient and eight hundred and forty-three beds to the General 
Neuropsychiatric patient.4 
2Annual Report of the Administration of Veterans Affairs for the fiscal 
year ending June, 19.51. 
3sanders, "The Trial Visit Patient," Unpublished Masters Thesis of the 
Connecticut School of Social Work. 
4aegistrar Division, Northampton v. A. Hospital 
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The hospital is divided into two units; Administrative Service and 
Professional Service. The Administrative Service is headed by the manager 
and the assistant manager. They are responsible for the administrative 
operation of the hospital. They head up the following services: Per-
sonnel, Communications and Recorda, Finance, Supp1Y, Special Services and 
I 
Contact and Engineering. The role of the department of Professional 
I 
Services is the care and treatment of patients. The Department is divided 
I 
into two sections: Medical Treatment and Auxiliary Services. Under the 
Medical Treatment section are the following services: Acute and Inten-
siva Service, Continued Treatment Service and General Medical and Surgical 
Service. Auxiliary Services is broken down into the following categories: 11 
Nursing Service, Physical Medicine and Rehabilitation Service, Clinical 
Psychology, Laborator.y and X-ray and Social Service. 
Social Service 
Social Service was formally instituted as an important integral 
department of the hospital unit in the summer of 1948. Prior to this 
date Social Service was understaffed and poorly organized. It played an 
unimportant and subsidiary role in the treatment of the patient. Follow-
ing World War II the need of an adequate and well staffed Social Service 
Department was realized. Steps were taken to bring about an adequately 
staffed and well organized department. 
With the re-organization of the Social Service Department, Social 
Service grew from one worker to a staff of six. The staff today includes 
I' 
a Chief social worker, a case supervisor, four workers, and four second- ' 
year students who are doing their field work placements at this station. 
I 
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With the growth of the department, activit,y in the various hospital 
programs increased. Integration with other disciplines in the participa-
tion of the various hospital programs has developed. The part Social 
Service has to play in the hospital programsl has been accepted by the 
Medical Staff as well as other hospital disciplines. Trial Visit, Family 
Care, Research, and Anamnesis (Social History), are some of the most 
important activities in which Social Service are engaged. 
The important role Social Service had to play in the above programs 
became more evident as re-organization and g;rowth of the department took 
place. Trial Visit up until the time of the department's re-organization I 
was run on a trial and error basis. Case work activity with both the j 
patient and family members assisted the Medical Staff to discharge this 
I 
program with greater thoroughness. The FamilY Care Program would never 
have existed without an adequately staffed and well organized Social 
I 
I 
Service Department. The Anamnesis data which the social worker gains 
I 
assists the doctor to formulate his diagnosis of the patient. As a 1 
.I 
result of the social worker's analYsis of the Anamnesis, future contacts 
and case work service with the patient and/or the relative became a defi-
nite procedure. The analysis of the need of casework service is deter-
mined by the doctor and/or the Chief of Social Service. 
Referrals for Trial Visit preparation, Trial Visit supervision, 
Family Care and Anamnesis from the Medical Staff increased in number as 
the department became better staffed and organized. 
- lL --- I 
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CHAPTER III 
Program Developments 
Chapter III will contain a description of hospital programs in which 1 
Social Service is active. The writer will attempt to examine the developJ 
ment and growth of Social SerVice's participation in the following 
. . 
programs. The Author will also tr,y to indicate the integration of Social 1 
Service with the other disciplines, particularly the Medical Staff, o£ 
Northampton V. A. Hospital. 
Anamnesis 
Up until the Fall of 1948, Anamnesis coverage was limited in number 
and content. Topical outlines were followed )in obtaining an Anamnesis 
and rarely was social histor,y data taken down in its entirety. Techni-
cal~, the Clinical Director refers a newly-admitted or re-admitted case 
to Social Service for Anamnesis. However, only a small percentage of 
admitted or re-admitted cases prior to 1948, and a short period there-
after, were referred to Social Service. Few of such referrals were made 
because of an understaffed Social Service Department. OnlY a small per-
centage of those cases referred for Anamnesis were followed through. 
Histories which were taken were usually incomplete. 
Without adequate history taking much was lost in the way of under-
standing the patient in relationship to his past and present. 
To understand mental illness one must know the environment 
(past and present) of the individual and his reactions to 
it, for these stresses have usually played an important part in 
the patient's breakdown. The patient's relationship within 
the family situation, both current and earlier, as well as 
I 
I 
I 
I 
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I 
his social relationships, are specially important. The 
obtaining of such material is one of the functions of 
the social worker.? 
Following her appointment, the Chief Social Worker drew up an 
Anamnesis outline complete in the important phases of the patients' 
lives. Complete Anamnesis coverage at this time was impossible with a 
staff of three workers and one Chief. Because of the limited number of 
staff members in the Social Service Department usually only specific and 
:imminent problems were explored in history taking. Complete histories 
were only done on newly admitted patients with no record of previous 
Anamnesis is also time consuming • .A: large staff is needed for adequate 
Anamnesis coverage. 
The Neurops,ychiatric v. A. Hospitals depend upon Regional Offices 
to take histories from relatives unable to come to the hospital to serve 
as informants for history taking. The Regional Offices had a similar 
problem. They were understaffed and less stable in personnel and thus 
unable to give complete Anamnesis coverage. Non-V. A. agencies were 
occasional~ employed, such as the Red Cross, to take histories when 
informants were inaccessible both to the hospital and Regional Office. 
During the Chief Social Worker's first year at N. V., A. H., in drawing 
up the Anamnesis outline, she consulted with the doctors and discussed 
with the Chief of Professional Services the areas to be explored in 
-=- =-----=-=== 
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I 
history taking. She also visited the various Regional Offices to discuss 
with them the form and content needed in the Anamnesis. 
As the staff increased and became stabil ized in the Social Service 
Department, one hundred per cent history covJrage, originally requested 
by the Chief of Professional Services, was met. Simultaneously, as the 
staffs of Regional Offices grew and became stable, they were able to 
jl 
il 
handle more Anamnesis referrals from the hospital. The Anamnesis outline II 
was continually revised until it was felt the important areas of the 
patients• past, present, and interrelationshi~s were covered. Referrals 
for Anamnesis from the Clinical Director became routinely expected, al-
though specific areas of the patient's life w,ere mentioned for special 
attention, investigation, and stress. 
I 
I 
I 
.I 
With the increase of social history coverage more relatives were ,\ 
seen. The social worker not only had the opportunity to assess the inter-1J 
relationship between relative and patient, but also to assist relatives 
in understanding and accepting the patient as well as his illness. Much 
of the guilt that the relative brought with him was relieved by the 
social worker's case work activity. Interested and understanding rela-
tives, it is felt, are essential in the treatment of the patient. To 
belong, and to be accepted by his relatives, is important in the recovery 
of the patient. 
The medical staff realized the importance of the intermediary role 
of the social worker with the hospital and community; i.e., patient and 
relative. With an established relationship between worker and relative 
and knowledge of the family constellation and its problems, the worker 
ll was able to provide the Medical Staff with a configuration of the 
=_:_d.=-== 
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patient's life pattern. The Social Service Department with its increased 
activity in history taking~ as a result, stepped up case work activity 
with relatives. The social worker thus became more and more an important 
member on the hospital team. 
I 
Shortly after the patient is admitted to the hospital the doctor 
takes a personal history from the patient and the social worker takes 
one from the relative. Oftentimes the doctor is unable to obtain the 
history information from the patient because of his degree of incapacita-
tion. In this instance, the doctor is dependent upon the Social Service 
Anamnesis for formulation of his diagnosis. The Anamnesis and history 
that the doctor obtains are closely allied and integrated. Diagnosis~ 
treatment plans, and evaluation of the patient and his interaction with 
his environment are the products of the combined histories. The doctor 
has come to depend on what the social worker ~rings in way of Anamnesis 
material. This has led to closer contact and team work between doctor 
and worker in the establishment of goals and 1treatment procedures and 
collaboration on cases. 
Out of the formulation of the Anamnesis comes the future planning 
of the patient. 
The Social History consists of material revealed as an 
outgrowth of a purposeful relationship of the psychiatric 
social worker with the patient, members of the family, 
physicians, and agencies •••• with which the patient may 
have had some exgerience or which may be helpful in 
future planning. 
The Social Worker can assess, diagnose and establish social treat-
ment goals with the patient and/or the family after thorough history 
---
--
taking. Today, with complete Anamnesis coverage, the worker is able to 
select cases for intensive or moderate case work treatment. Often, after 1 
history taking and a few contacts with the patient, it is found that the 
patient is not amenable to case work treatmeJ t. Selection of patients 
for case work treatment invariably follows history taking and evaluation. 
In this way more case work time can be spent with patients and families 
that will benefit from case work. This could only come about with com-
plete Anamnesis coverage, careful evaluation, diagnosis, adequate super-
vision, and a sizable and well-trained staff. In 1950 there was 
approximately fift,y per cent Anamnesis coverage. By 1953, coverage was 
one hundred per cent. The goal of complete coverage set by the Chiefs 
of Social Service and Professional Services w~s reached and a "fanning 
out" of case work activities with the patient and his relatives ensued, 
:illlportant in the future planning of the patient. 
Trial Visit 
Prior to 1948, Trial Visit (after-care) supervision was done com-
pletely by the V. A. Regional Offices. With the approval of the Medical 
staff the patient was usually placed on Trial Visit status upon request 
for such by a relative. Continuance of Trial Visit was also based on 
letters written to the hospital by relatives. Little in the way of 
Trial Visit preparation for the patient or relative was made available. 
On occasion a non-V. A. agency such as the Red Cross was enlisted to 
follow patients on Trial Visit. Oftentimes patients on Trial Visit, 
because of inadequate coverage by Regional Office, went without super-
j vision. Reports by the Regional Offices on patients' adjustment were 
I 
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usually scant and lacking in pertinent information. 
Service consulted with the Chief of Professional Services and the Medical I 
Staff shortly after her advent toN. V. A. H~ to see what was expected I 
I in Trial Visit supervision. The next step taken b,y the Chief Social l! 
I 
Worker was to visit all the contingent Regional Offices, and explore with 1 
them Trial Visit procedures. The Chief Social Worker also explored with 
Regional Offices the amount of Trial Visit supervision that they were 
able to give. After making this Trial Visit survey of the Regional 
Offices it became evident, because of limited staffs, that the Regional 
Offices would be unable to carry the total Trial Visit follow-up case 
load or be able to visit the patients on Trial Visit. The Chief Social 
Worker conferred with the Medical Staff about her findings and in the 
summer of 1949 a questionnaire was drawn up designed to reach families 
otherwise inaccessible to Regional Office workers. This questionnaire 
was designed to divulge pertinent information regarding the patient's 
personal, home, community and occupational adjustment. For those 
families that were visited infrequently questionnaires were sent to sup-
plement the Regional Office social worker 1 s reports and between super-
visory visit adjustment. Questionnaires were sent out monthly. By the 
use of the questionnaire complete coverage of Trial Visit patients was 
aimed at. The V. A. Central Office in Washington felt questionnaires 
to be invalid because of the large subjective element involved in them. 
However, it was felt by both the Medical Staff and Chief Social Worker I 
I 
that the large range of subjectivity involved in questionnaires was I 
better than no coverage or inadequate coverage. The questionnaire proved :/ 
to be on many occasions inadequate since many of the relatives did not 
-
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of the relatives that did return questionnai~es, filled them out incom-
pletely. Guilt or rejection of the patient by the relative were large 
subjective components involved in questionnaire filling. For the number 
of questionnaires filled out that proved of little or no use, a comparable \ 
number proved to be a valid index of the pat ient's adjustment. The 
validity of questionnaires on the whole proved to be a better index of 
measure of the patient's adjustment than that of letters written by the 
relative to the hospital. With all its failings the questionnaire was 
at least a step in the right direction. The questionnaire was a temporar,y l 
tool to be used until the hospital and Regional Offices were adequatelY 
staffed and organized to supervise all patients on Trial Visit status. 
As the staffs of both the hospital and Regional Offices Social 
Service Departments grew i,n number and became stabilized the questionnaire 
was eventually discarded. In 1948 the questionnaire was the dominant 
means by which information of the patient's adjustment while on Trial 
Visit could be gained. With the increase of staffs of both Regional 
Offices and the hospital, more personal contacts were made by the social 
I 
11 
',J 
worker and fewer questionnaires were employed~ By 1952, the questionnaire !! 
I 
was completely dispensed with. Supervisory coverage by the Regional 
Offices and the hospital was sufficient. 
In 1948 the Hospital Social Service Depal tment did not supervise 
Trial Visit patients. Following 1948 Trial Visit patients and their 
families who lived within a proximal distance of the hospital were 
supervised by the Social Service Department of the hospital. Trial Visit 
patients and their relatives that live outside of the fifty mile radius 
!) 
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covered by the hospital are supervised b,rRegional Offices. Trial Visit 
coverage today is one hundred per cent on those cases referred for Social 
Service supervision by the Medical Staff. Trial Visit is renewed after 
I 
a three month period if it is found the patient is making an adequate 
1 
I 
adjustment. If the patient after one year of Trial Visit is not returned .I 
I 
to the hospital he is discharged. The patient, while on Trial Visit, is I 
carried on the hospital roll. 'I 
Prior to his release for Trial Visit, the pat~ent is seen by the 
Disposition Staff for approval or disapproval for Trial Visit. The social! 
worker is often instrumental in helping the Medical Staff make decisions 
of disposition. The social worker places at the disposal of the Medical 
Staff infor.mation. including contacts with the patient and/or his family. 
This important social data given by the social worker is often influential ! 
I I 
in helping the Medical Staff reach its determination. 
Before 1948, and during the initial stages of the Social Service 
Department's reorganization, the Medical Staff depended largely upon 
family requests fer Trial Visit grants. Knowledge of the community, 
home, and family the patient was to return to, was often unknown. It 
was often impossible to determine whether the patient's home environment 
would be conducive to his mental health. Interest and desire by the 
relative to have the patient home was the only criterion that the Medical 
Staff could go by. The patient, as well as his family, was rarely pre-
pared for Trial Visit. Realizing the need of a well staffed Social 
Service Department, the Chief of Professional Services with the approval 
of the Manager requested from Central Office a raise in the ceiling of 
staff members of the Social Service Department. With the ensuing growth 
15 
of the Social Service staff, this department became an important facet in 1 
the Trial Visit program. The patient and his f~•s readiness for 
I 
Trial Visit, with the increasing activity of Social Service in this 
program, became easier for the Medical Staff to assess. Trial Visit 
preparation for both the family and the patient found its way into the 
program. The hospital social workers were now able to explore the family 
situation and evaluate its adequac.y for the patient to return to. A 
greater acceptance and understanding of the patient and his illness 
resulted from the growing case work service provided for family members. 
Thus the program became more selective and the margin of error in Trial 
Visit grants became minimized. Trial Visits are not granted today on 
family request per se but on an evaluation of the patient, his home and 
I 
~~ ! 
Families are often anxious to have a patient home on Trial Visit 11 
status. In the past such a request was granted without enough considera- I 
tion. Now with the services and assistance of a stabilized Social Service j 
Department, careful study of an individual case is made before such a ;I 
request is granted. 
The decision of the relative may be precipitouslY reached. 
Perhaps, from a sense of guilt he decides to take the 
patient home. It may be the result of fear or rejection 
when continuously standing in the way ofl the patient 
leaving the hospital. It is the social worker in conjunc-
tion with the ward doctor who evaluates, plans, determines, 
recommends, in regard to the patient's relationship to his 
relatives and the community. It involves close work with 
both patient and relative--and this requires the closest 
possible collaboration between doctor and social worker.7 
7areenberg, op. cit., P• 7 
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The information brought to the staff conferences, and case work serv-
ices to both the patient and family are potent £orces in the success o£ 
this program. 
Roger Cummings, in his article, "Social Aspects of Trial Visitn8 
notes that the development of closer hospital - Regional Office relation 
in planning of Trial Visit and Trial Visit Supervision o£ patients is an 
important part o£ treatment. The coordination and integration of the 
hospital with the Regional Offices in Trial Visit supervision was felt 
to be important in the success of the program. Trial Visit reports from 
Regional Offices outline the patient's home, communit,r, occupational and 
personal adjustment. The accuracy of these reports is important since 
they are incorporated into the Medical Staff's reports. Decisions upon 
the patient's disposition may rest on them. 
The Social Service Unit of the Regional Office sends to 
the hospital regular reports of the patient's progress. 
This is of help to the hospital staff in making a final 
disposition at the expiration of the Trial Visit. Reports 
have a twofold purpose: (1) to submit information and 
evaluation of the patient's condition and adjustment and 
(2) to receive suggestions from the medical sta£f in regard 
to further service or treatment. Trial Visit adjustment 
reports are not the sole purpose of the Hospital's referral, 
but are the means by which the hospital and Regional Office 
may be coordinated in extending continued service to the 
pati_ent.9 
From the Hospital Social Service Department a referral letter eon-
taining relevant data on the patient is sent to that Regional Of£ice that 
II wU1 be responsible for the patient's supervision. 
'1 BRoger Cummings, "Social Aspects of Trial Visit,n Department of Medicine 
1 and Surgery, Inf'ormation Bulletin--:-10-29, October, 1952, P• 3. 1 
I II j 9c. H. Munroe, et al, UTrial Visit Service: Principles and Practice,n 1 
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The transition between the hospital and home presents a 
major step on the road to recovery. When the patient is 
presented to staff and his readiness for Trial Visit is 
agreed upon (in cases when further service is agreed 
upon)~ the hospital social worker submits a report advis-
ing Regional Office Social Service of the patient's 
imminent return to the community. The process of coordin-
ation is then set into motion. Referrals should contain: 
dates of admission, data regarding patient's course in 
the hospital, his response to social service, recommenda-
tions regarding work or activit.y, patient's attitude toward 
goind home and final diagnoses. It is helpful for the 
Regional Office worker to know what hospital has learned 
family relationships, attitudes, living conditions, 
patient's plans, ambitions and the degree of recover,y.lO 
Such a coordinated program had to be worked out between the hospital 
Social Service Department and participating Regional Offices. Personal 
visits from representatives of the N. V. A. H. Hospital Social Service 
Department and Regional Offices were made for achievement of the above 
program. One of the many visits made to a Regional Office was in 
December of 1950, when the Chief Social Worker along with a staff worker 
met with the Chief Social Worker and Case Supervisor of the Mental 
Hygiene Clinic Regional Office at Hartford. A form was worked out in 
which significant information could be given to the Regional Office that 
I 
would be useful for Trial Visit follow-ups. This form was put to effect I 
after being worked out. Regional Office was able to tell the N. V. A. H. lj 
representative what information they felt was necessa~ for Trial Visit 
follow ups. 
On April 13, 1952, two case supervisors trom Hartford Regional 
Office came to the hospital for a discussion of hospital and Regional 
Office cooperation in Trial Visit planning and supervision. This meeting 
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was devoted to a discussion of establishing a better referral service. I 
'I 
As an outgrowth of the above meeting, a round table discussion on I 
Trial Visit supervision ensued. On May 8, 1952, the Chief Social Workers I 
from V. A. Center White River Junction Unit, V. A. Regional Office, 
Albany, N. Y., V. A. Regional_ Office, Hartford, Connecticut, and the 
V. A. Sub~egional Office, Springfield, Massachusetts, visited Northhamp-
ton V. A. Hospital for a round table discussion on Trial Visit supervi-
sion. The Regional Office representatives were provided with the oppor-
tu~it,y to meet members of the Northhampton V. A. Hospital Social Service 
staff as well as members of the Medical Staff. The Regional Office 
representatives and hospital staff were able to discuss and iron out 
problems encountered in Trial Visit supervision. The problems of the 
hospital and the Regional Offices in Trial Visit supervision were thus 
brought together and examined. 
I 
In October of 1952, the Chief Social Worker and a staff member 
visited each of the Regional Offices to discuss content of Trial Visit 
supervision reports. These visits were made in conjunction with the 
continuing plan for Trial Visit follow-up of patients who had been 
lobotomized. The Medical Staff delegated Social Service to visit Regional ! 
·I 
Offices for request of more careful and detailed reports on Trial Visit 
lobotomized patients. The Regional Offices complied to the hospital's 
request by sending complete Trial Visit follow-up reports on lobotomized 
patients. 
Through constant contact with the Regional Offices and working out 
problems related to both offices a growth process of coordination and 
integration followed. The Medical Staff led by the Chief of Professional 1 
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Services was able to utilize and sharpen the Trial Visit program with the 
many services that Social Service was able to provide. 
Therapeutic Trial Visit 
Many patients who are eligible for Trial Visit have relatives who 
are disinterested and unwilling to assume responsibility of them while 
on Trial Visit. Therapeutic Trial Visit, a program set up for the 
11stranded patient,•• has been devised to assist those patients who have 
relatives unwilling to provide a home and care for them. The hospital, 
rather than the relative, assumes responsibility for the patient in his 
placement and adjustment in the community. Therapeutic Trial Visit pro-
tects the patient from being railroaded and forgotten by his relatives. 
The social worker's role is that of an interested relative. Although this 
I 
program is not new at the N. V. A. H., few patients, prior to the reorgan-
ization of the Social Service Department, were placed under this program. ·' 
Since the Therapeutic Trial Visit patient is the direct responsibility of 
the hospital, and since he has no one in the communit.Y interested in his 
adjustment, intensive supervision by the social worker is necessar.y. 
I 
This extended program of Trial Visit did not take firm hold until adequate 'I 
supervisor.y coverage by Social Service came into being. The patient is 
placed in the community with a certain amount of assured securit.y. 
Living arrangements are made and/or a job is secured for the patient 
before he steps out into the community. The social worker watches his 
adjustment closely, helps him in overcoming community pressures by 
support and reassurance, and in general tries to help the patient maintain ' 
the gains that he made in the hospital. The transition from the hospital 
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being located in the community is prepared by the social worker for 
communit.y living. The patient who is chosen for Therapeutic Trial Visit 
is highly selective since an adequate recovery from his illness and 
strength to withstand community pressures are factors that must be con-
sidered before he is placed. Without a well staffed and competent Social 
Service Department, such a program cannot be successful. This is another 
area in which the hospital is dependent upon Social Service for discharge 
of one of its programs. It has been another added factor in bringing the 
Social Service Department closer to the Medical Staff. Its success 
depends on the coordinated efforts of both departments. 
Job Placement 
Job Placement is a program by which patients eligible for Trial 
Visit are placed in suitable places of employment. The patient's abili-
ties, interests, performance and personality are factors which are 
evaluated before he is found employment. 
Following World War II a Vocational Rehabilitation and Educational 
(V.R.E.) Officer attached to Regional Office visited the hospital to 
place patients in suitable jobs. Aptitude and vocational tests were used 
b,y the V.R.E. Officer for evaluation of patient's aptitude and interests. 
However, the V.R.E. Officer was handicapped since he did not know the 
patient or his problem. The program was limited since coverage was 
limited, and only service connected patients were given this service. 
Since late 1952, job finding has been the duty of the assistant of the 
Physical Medicine Rehabilitation Service. Vocational testing is done by 
__ ;I __ 
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the Clinica.l Psychology Department, and supervision is done by the Social 
Service Department. 
Social Service is responsible for helping the patient find suitable 
lodging in the communit.y near his place of emplo.yment, supervising the 
patient while on Trial Visit status, reporting the patient's adjustment 
to the Medical Staff periodically, escorting the patient to his job the 
first day, and interpreting, if necessar,r, to the prospective employer 
the patient and his illness. Social Service also checks on prospective 
jobs, since the assistant P. M. R. Director does not have the authority 
to perform this function. His duties are to make available through 
lmowledge of community resources prospective job openings. Location of 
the patient in the community and investigation of prospective jobs is 
the function of the social worker. The Medical Staff, after the social 
worker's evaluation and report, gives final approval to the plan. 
Since the reorganization of the Social Service Department, it has 
played an active and important role in this program. It is a well 
integrated program of participating departments. Assisting the patient 
to make the transition from the hospital to the community with satis~g 
employment rests to a large extent upon the social worker's shoulders. 
Family Care Program 
The formal initiation of the Family Care Program at Northampton 
V.A. Hospital came about August of 19.51 following formal directives for 
carrying out such a program from the V.A. Central Office in Washington, 
D. C. The procedures of the program were outlined in the TB lOA-279, 
Veteran's Administration Technical Bulletin. 
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Starting in 1949, the Chief Social Worker of N. V. A. H. wrote to 
numerous V. A. Neuropsychiatric Hospitals that had in operation a Family 
Care Program for procedures in carrying out such a program. 
Prior to the formal institution of this program at N. v. A. H., 
prospective families were sought out ma!nly to get some indication of 
those families interested in such a program--a sounding out for future 
planning. 
It was found that certain criteria were necessary for selection of 
patients for Family Care. 
The first Family Care placement occurred in June of 1950. The pro-
gram did not receive its formal baptism until its definition and outline 
from Central Office in August 1951. Its purpose was to place patients who I 
were well enough to take up the reins of communit.y life, patients who 
were not able to return to their own homes because of their fandly's 
inability to take the responsibility of caring for them or disinterest in 
their welfare. 
Patients considered for Trial Visit in a home other than their own 
(Family Care) were patients who had recovered from their acute s.y.mptoms 
and were fairly well stabilized. Family Care served as an intermediary 
for patients not well enough to be discharged, but well enough to leave 
the hospital. 
With criteria for selection, the Social Service Department searched 
for homes suitable for the Family Care Program. 
In the selection of patients for Family Care, their readiness for 
such a program is of utmost importance. 
'I 
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At the time the patient is considered for Trial Visit 
in a home other than his own, all pertinent information 
should be pooled in a joint conference by the various 
disciplines that have had contact with the patient and 
knew the patient well. Such conferences should be 
scheduled to allow ample time for the steps necessary 
--1 
in the placement of patients ••• In considering a patient's 
fitness and readiness for life in a home other than his 
own, it is necessary to understand his physical, emotional, 
and social capacities. It is important to know his pre-
vious history and current health; his responses to treat-
ment, his adjustment to hospitalization, other patients, 
recreational facilities, and other aspects of hospital life; 
his special nutritional needs; and his capacities, inter-
es t s , and potentialities for adjustment outside the hospital 
••• the selection of patients for Trial Visit is a high~ 
selective matter ••• The patient should have recovered from 
his acute symptoms and his behavior should have become 
fairlY stabilized ••• several weeks of planning with the 
patient or relatives may be required.ll 
lj Sel ection of homes, based on the criteria laid down by the Medica]. 
:1 Staff and formalized by Central Office, requires the social worker to 
I 
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travel in the surrounding community to seek out homes which meet the 
criteria. In selection of homes, the type of home conducive to the 
patient's temperament and background were chosen • 
. It is a Social Service respons ibility to help the patient 
find a home which meets his needs, and to prepare him, 
his own family, and the family with whom he will be living 
for the readjustment that may be involved in this Trial 
Visit ••• Experience indicates that contact with individual 
families is the most productive way of finding homes ••• 
The pat ient's participation in selection of a home should 
be secured to the degree that is possible ••• It is impor-
tant to find an emotional and social environment where the 
patient will be accepted at the level on which he can func-
tion--an environment which will help him ultimately to find 
his own place in the communit.y.l2 
llveterans Administration Technical Bulletin - lOA-279, "Trial Visit 
Procedure 1n the Case of rat~ents W1tfi Psychosis, ImBroved, who are 
going to Homes Other Than Their Own," August 10, 1951, p. 2 
12Ibi.d, P• 2 
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In the selection of homes the following criteria should be used: 
(1) The interest, help, and understanding a family can give to 
the patient. 
(2) Motivation of families in wanting to take patient. 
(3) The effect of the patient on other members of the household, 
such as children. 
(4) Fitting patient into a home with little competition from 
members of the family • 
(5) Similarity in the cultural background of the patient and family 
members. 
(6) Opportunities for social, recreational, and employment activities 
in keeping with the patient's capacities. 
(7) Sufficient income in the home so that family isn't entirely 
dependent on remuneration received from caring for the patient.l3 
Once in the home, the patient is followed by Social Service with 
I 
periodic reports to the Medical Staff of his adjustment. Patients placed 1 
I 
on Family Care are given case work help through support and reassurance 
I 
to encourage them to assume a more definite place in society. Frequently 1 
the patient has personal problems that are worked through with the social I 
worker's assistance. On the basis of the social worker's reports the I 
Medical Staff decides whether the patient should continue on Family Care I 
and what adjustment that patient is making. If the patient is not making I 
an adequate adjustment the staff determines where the difficulty lies. I 
This responsibility lies with the Medical Staff. The Medical Staff is 
I ·--
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dependent on the evaluative report brought back to them b,r Social Service. ' 
In this way the program is coordinated between these two disciplines. 
Much effort on the part of the social worker goes into working with 
the family in whose home the patient is living. 
The social worker should be responsible for enabling 
the members of the household to understand, accept, 
and live agreeably with the patient.l4 
The Chief of Professional Services recognized the importance of the 
role played by Social Service and had numerous consultations with the 
Chief of Social Service to work out a Family Care Program appropriate 
for Northampton V. A. Hospital. The program required not only the 
coordinated efforts of the above disciplines, but also a public relations 
job, done through the media of radio and speeches, to create interest in 
this program in the community. Led by the Chief of Social Service, who 
had already established herself in the community, interest grew and 
applications came in for the provision of homes by interested citizens. 
Public relations via the medium of the radio and newspaper stimulatedll 
interest in the surrounding comnnmi ty for the Family Care Program. Spot 
announcements were made of the need of FamilY Care homes. Work was con-
ducted with one of the local radio stations about what Social Service did 
in the Family Care Program. Newspaper articles outlining the program and 
1 
the need for homes appeared in the local newspaper. The Chief Social. I 
Worker and Family Care Worker addressed civic and service organizations. 
Delegates representing interested service organizations were chosen and I 
briefed ·on the Family Care Program. They in turn brought back their I 
I 
I 
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:I lmowledge to the organizations they represented. 
The Hospital Committee of the Veterans Administration Volunteer 
Service Council appointed a sub-committee to assist the Social Service 
Department in home finding. The reactivation and continuance of Public 
Relations for Family Care has begun to bear fruit. More homes that meet 
the rigid qualifications are available for Family Care. With the contin-
1 
' I uance of an intensive public relations program, if the trend persists, 
the number of homes for Family Care patients will continue to. increase. 
It is hoped that fift,y to sixty patients will eventually be placed on 
this program. 
. Within the hospital the search and selection of patients for Family 
Care has improved in quality and in quantit,y. Referrals for Family Care 
are made from all hospital resources, i.e., individual emplo.yees or 
departments to the ward doctor. The patient's interest, suitability, 
motivation, personality, psychological and physical readiness are 
assessed. After the evaluation of the patient is made, the social worker 
consults with the doctor to see if the patient is a likely candidate for 
Family Care. If the doctor approves of the patient as a cnadidate he is 
brought before the Medical Staff for approval or disapproval. If the 
patient is approved he is placed. If the candidate disapproves of the 
chosen home, or if the foster parent disapproves of the patient, the 
search continues for a home satisfactory to the patient and a foster 
parent who approves of the patient. 
The program although well thought out had one limitation. Family 
~~ Care, because of its selectivit,y, preparation, and intensive follow up 
:, required time--time that could not be devoted to it by the Social Service 
==+- - ---~=--=~ jl 
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Department because of its limited staff. More workers were needed to 
carry out this program. The Chief Social Worker with the consent and 
approval of the Medical Staff put in a bid to Central Office for increase 
of personnel. A new worker was added, increasing the staff to four 
case workers in January of 1951. In September of 1951, with the addition 
o:f a case supervisor, more time was available for work on the Family Care 
Program. By 1953, with the staff now increased to four case workers, a 
case supervisor and a Chief, one of the workers was spending fifty per 
cent of his time in home-finding and thirty per cent of his time in pre-
paring and supervising patients on the Family Care Program. The rest of 
his time was spent on case work acitivities on the Continued Treatment 
Service. 
I 
Since the inception of the Family Care Program there has been refine-
ment in some of the administrative procedures. Referral and application 
evaluation forms were revised and approved by V.A. Central Office in 
Washington, D. C. 
After placement the patient is seen on a supervisor.y basis wee~ 
for the first two months. Thereafter the intensity of the supervision 
depends on the patient's adjustmental level. 
In 1950, before the formalization of the Family Care Program, two 
patients were placed in homes, other than their own. In 1953 eight 
patients were placed. The total number of patients in homes other than 
their own in 1953 was fifteen. Although fifteen seems like a small \i 
figure for patients placed on Family Care, today more homes are available 1 
for placement, and, a~ increase in the number of candidates for F~ 
Care will be met. 
=== --===-----
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In summary, the recognition of the Social Service staff by the 
Medical Staff, plus a gorwing acceptance of the important role social 
service plays in discharging such a program has brought about the spread 
of social service activity in hospital programing and a closer alliance 
of the Social Service Department with the Medical Staff. 
Research Activit.y 
A research study that dated back to 1945 on social and economic 
factors operating on lobotomw patients prior to and following loboto~ 
met with difficulty because the data obtained was too sketchy. The 
Chief of Professional Services realized that more specific data would have 
to be collected. 
With the advent of a new s~aff member in January, 1951, the Chief 
of Professional Services was able to formally enlist the aid of the 
Social Service Department in securing additional data for continuance of 
the stu~. Detailed and specific Anamnesis (social history) material was 
needed. The new worker was assigned the task of collecting this material 
from various sources and assembling it into an orderly and meaningful 
anamnestic outline. 
Much of the material needed was scattered around in claims, folders, 
patient's medical treatment folders and in reports of Trial Visit or post 
hospital adjustment. In maQY instances no current information on fam~ 
attitudes towards the patient, particularly for long ter.m hospital 
patients, was available. A picture of the current situation in the 
homes of relatives was needed for the stu~. The loboto~ worker had to 
make a careful study of steps by which the patient was first recognized 
I 
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as being mentally ill. All forms of treatment, physical and/or mental, 
had ~ the patient were also necessary infon~tion for the research study. 
In visiting families for Anamnesis material on post-lobotomY patients 
mapy relatives who had hitherto shown little interest in or hope for the 
recovery of their mentally ill relative showed a reawakening of interest 
and hope which led to casework activity in planning with the family the 
patient's eventual release from the hospital. 
Landmarks in the GrovTth and Development of the Social Service Department 
Before Social Services reorganization in 1948, many of the doctors 
at this V. A. facility had little experience with a well organized Social 
Service Department, and therefore, were unaware of the expanding duties 
that case workers were able to perform both in the community and hospital 
setting. Many of the doctors felt the function of a social worker did 
not go beyond history taking, financial handling of patient's problems 
and follow up service. Treatment was something lying outside of the 
domain of social work. Ps.rchiatric Social Work was not understood. 
The need of a well organized Social Service Department at N.V.A.H. 
was fullY realized U,r the Chief of Professional Services because without 
it mapy of the hospital programs were not meeting with the success expected. 
The Chief of Professional Services, with the approval of the hospital 
manager and the V.A. Central Office in Washington, D. C. set out to re-
establish a Social Service Department in 1948 by hiring a Chief Social 
Worker, one who had had many years of service with V.A. social work and 
understood its programs 
Many problems were to be faced and solved. Acceptance by other 
30 
disciplines and integration within the working unit of the hospital was 
to come about through efforts on the part of the Chief Social Worker and 
Chief of Professional Services. Rather than force Social Service upon 
the Medical Staff, a period of time was allowed before Social Service 
actually became active in inter-disciplinary administration. During this 
interim in the f~st year, the Medical Staff had contact with individual 
case workers in patient treatment and a public relations educational 
process was carried on by the Chiefs of Professional Services and Social 
Work and the Social Service Department became accepted as in important 
discipline in the inter-professional team. 
In the fall of 1949, the Chief of Social Service began to meet with 
the Medical Administrative Staff and integration of Social Service with . 
other disciplines began to speed up. Between the periods of 1948 and 1951, 
the staff of the Social Service Department grew from four, including the 
Chief to six. Only trained workers with acceptable qualifications were 
hired. With the increase of the staff and growing acceptance of the 
department by other disciplines the activity of Social Service increased 
to full participation in the various programs for the treatment of the 
patient. A larger case load was then taken on and ma~ patients and 
families who hitherto had been left without aQy Social Service assistance 
were helped in their social and personal problems. 
Another landmark in the growth of the Social Service Department was 
the appointment of a Case Supervisor in September of 1951. After his 
appointment each worker had two hours per week of supervision and the 
recording indicated a more definite quality in activity with patients and 
relatives. Focus of problems and treatment goals became sharper and 
3l 
movement became more evident. 
Recognition of the growing importance of Social Service became 
evident in late 1950, when the manager of the hospital offered the 
department offices in the main building across from his own office making 
the department accessible to relatives of patients and to other depart-
ments housed in the same building. 
By September, 1951, Social Service was adequatelY staffed, and 
integrated with other facets of the hospital team to be approved as a 
student training unit for second-year graduate Social Service students. 
The following criteria had to be met for approval of a student training 
program: 
1. Case work supervision 
2. Stable training program 
3. Acceptance of Social Service as part of the treatment team 
by the Medical Staff 
4. Recognition of family treatment by the Medical Staff 
5. Admissions problems worked out 
6. The establishment of a solid program for one year 
The first student was sent to the hospital by Simmons College School 
of Social Work; followed by two students from the Universit,y of Connecti-
cut School of Social Work; the latter two arrived in September and 
October of 1951. The following year the Universit,y of Connecticut sent 
three students for training. In the summer of 1952 Boston University 
placed two students for block placements. During the school year 1953-54 
the University of Connecticut placed three second-year graduate students 
and Boston Universit,y one. A total of thirteen students have now 
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received their field work training at this station. 
On the Diagnostic Staff, a team of psychologist, doctors, and social 
.workers fornrulate the diagnosis of the patient. What the social worker 
has to say in regard to the patient's background, family attitudes, and 
social behavior often assists the doctors in formulating a final diagnosis 
on the patient. The social workers at these meetings are equipped with 
social history material and a background of personal contacts with the 
patient and his relatives. His contribution is recognized--another 
acknowledgement of the growing acceptance of Social Service as part of an 
integrative study. 
At Disposition Staff meetings decisions are also made as to whether 
or not a patient should be granted leave of absence, Trial Visit, or 
renewal of either if the patient is already on such status. Other deci-
sions regarding the patient's hospital or home adjustment are made. The 
social worker often contributes in influencing the doctor's decision by 
presenting information pertinent to the decision. In the fall of 1951, 
the Chief of Social Service and the Case Supervisor in joint discussion 
with the Chief of Professional Service defined more clearly the role of 
the social worker at Disposition Staff Meetings. Prior to this period, 
Social Service, although present at these meetings, was not called on or 
expected to participate. The worker's reports on the patient, his familY, 
and evaluation of problems of adjustment frequently assist the Medical 
Staff in making dispositions with more sureness and a greater knowledge 
of the patient and his problem. 
Another sign-post of development was the inclusion of Social Service 
in a going research project. Additional social data was needed for 
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completion of this stuqy. Growing participation and integration with the 
total hospital organization was necessa~ for the operation of an effi-
cient department. 
In a h0spital where Social Service is well integrated 
in the total treatment program, there are three major 
phases in which Social Service will be active. These 
are: In over-all administration and policy making; in 
some organized research projects; and in the training 
of other staff personnel. A qualified social worker 
who participates in administration staff meetings can 
bring very useful observations and contribute greatly 
to the overall planning of a ps.ychiatric hospital. 
Such administrative meetings are excellent vehicles 
for learning what other departments are thinking and 
doing ••• It is also essential that all other services 
in the hospital know the objectives and methods of 
social service. The real worth of social service in 
a hospital can frequently be determined by how much 
management actually relies upon, and utilizes the 
thinking ~5 the social worker in total treatment 
planning. 
15Greenberg, op. cit., P• 7 
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CHAPTER IV 
Comparison of Case Work Activity Around Trial Visit 
And Anamnesis Referrals 
In the presentation and discussion of data the writer will compare, 
by using Trial Visit and Anamnesis referrals as an index of measure, case 
work activity and methods of referral in the two groups studied. Group I 
represents seventeen case samples chosen from the month of April, 1949, 
and Group II twelve case samples chosen from the month of April, 1953 
TABLE I 
AGE DISTRIBUTION OF TOTAL GROUP AT TD.ffi OF REFERRAL 
Age of Group No. Per Cent 
Under 25 2 7 
25-29 5 18 
30-34 14 48 
35-39 3 10 
40-44 3 10 
45..l..J.9 ~ 3 
Over 50 1 3 
-Total 29 100 
TABLE II 
AGE DISTRIBUTION OF GROUP I AT TIME OF REFERRAL 
Age of Group No. Per Cent 
Under 25 1 6 
25-29 4 23 
30-34 7 41 
35-39 1 6 
40-44 3 18 
45-49 0 0 
Over 50 1 6 
Total -rr - 100 
35 
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TABLE III 
AGE DISTRIBUTION OF GROUP II AT TIME OF REFERRAL 
Age of Group No. Per Cant 
Under 25 1 8 
25-29 1 8 
30-34 7 58 
35-39 2 17 
40-44 0 0 
45-49 1 8 
OVer SO 0 0 
Total 12 -100 
The age range of the total group runs from twenty-one to fifty--two 
years, with forty-eight per cent of the total group between thirty and 
thirty-four years of age. The age of patients from both Group I and 
Group II cluster between thirty and thirty-four years; Group II has over 
fifty per cent in this age range, whereas Group I has forty-one per cent. 
. . . . 
Group I by percentage is an older group than is Group II, thirty per cent 
- -
of Group I is over thirty-five years of age; whereas only fifteen per cent 
of Group II is over thirty-five. Group I has an evener age distribution 
with a concentration of ages between twenty-five to thirty-four years and 
forty to forty-four years. Group II is concentrated around the thirty to 
thirty-four years age range. It is borne -out by the above sample that 
patients referred for Trial Visit or for Anamnesis in 1949 (Group I) on 
the whole were an older group than that of the 1953 (Group II) group. 
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TABLE IV 
DIAGNOSTIC DISTRIBUTION UPON REFERRAL FOR GROUP I 
Diagnosis No. of Patients 
P5,1choneurosis 2 
Epileptic Convulsive State 0 
Organic Brain Syndrome 0 
Schizophrenic Reaction 14 
Affective Disorder 1 
Total 17 
TABLE V 
Per Cent 
12 
0 
0 
82 
7 
100 
DIAGNOSTIC DISTRIBUTION UPON REFERRAL FOR GROUP II 
Diagnosis 
Psychoneurosis 
Epileptic 
Organic Ps.ychosis 
Schizophrenic Reaction 
Affective Disorder 
Total 
No. of Patients 
2 
1 
1 
8 
0 
-12 
Per Cent 
17 
8 
8 
67 
0 
100 
The predominant diagnostic categor.y for both groups was schizophrenic 
reaction with Group I having over eight,y per eent falling in this cate-
gor,y. Group II includes a greater range of diagnostic types. However, 
because of the small sample of cases, the writer feels that the difference 
in diagnostic distribution is insignificant. 
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TABLE VI 
DISTRIBUTION OF REFERRALS 
Group I: Trial Visit Anamnesis Group II: Trial Visit Anamnesis 
No.: 8 9 3 9 
In the sampling of the two groups a greater number of referrals for 
the month of April were made for anamnesis than for Trial Visit in both 
groups. There were a greater number of Trial Visit referrals April, 1949 
(Group I) than in April, 1953 (Group II). This however is not indicative 
of the proportional difference of Trial Visit referrals. The Trial Visit 
program during 1953 was more selective than in 1949 and this may account 
for the difference in the number of referrals. However, the difference 
cannot be held significant because of the limited number in the sample. 
TABLE VII 
PREVIOUS ADMISSIONS PRIOR TO REFERRAL IN GROUP I 
No. of Previous 
Admissions 
Total 
No. of Patients 
7 
8 
2 
17 
Per Cent 
41 
47 
12 
100 
38 
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TABLE VIII 
. . 
PREVIOUS ADMISSIONS PRIOR TO REFERRAL IN GROUP II 
No. of Previous No. of Patients Per Cent 
Admissions 
0 9 75 
1 1 8 
2 1 8 
3 0 0 
4 1 8 
__,_ 
Total 12 100 
Previous admissions prior to referral were significantly larger in 
Group I than in Group II. Seventy-five per cent of Group II had no pre-
vious admissions to Northampton V. A. Hospital, while. less than one half 
of the total number of patients of Group I had no previous admissions. 
This would indicate that patients in 1949 were discharged only to return 
for further hospitalization -at a later date. Twent,y-five per cent of 
Group II had previous admissions. The difference in previous admissions 
of both groups appears significant. 
The improvement in the referral s.ystem, s,ystematic follow up of 
Trial Visit patients, improved hospital ~reatment program are all factors 
which likely contribute to this difference. Another factor that may 
account for the difference of previous admi ssions to N.V.A.H. is that a 
larger number of patients in Group II were previously in military hospi-
tals for varying lengths of time, than those in Group I. With the 
improvement of ps.rchiatry in the Army, detection of emotional disturbance 
improved. Many emotionally disturbed veterans who would have been dis-
charged without detection of neurops,ychiatric disorders during and follow-
ing World War II, would have been detected as being emotionally disturbed 
39 
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and hospitalized a few years later. 
TABLE IX 
READIUSSIONS FOLLOWING REFERRAL IN GROUP I 
No. of No. of Per Cent 
Readmissions Patients 
1 5 56 
2 2 22 
3 1 11 
4 1 11 
Total 9 100 
TABLE X 
READMISSIONS FOLLOWING REFERRAL IN GROUP II 
No. of No. of 
Readmissions Patients Per Cent 
1 2 67 
2 0 0 
3 0 0 
4 1 
.22.... 
-Total 3 100 
There appears to be a significant difference in the number of re-
admissions in the two groups. · Fifty-three per cent of Group I were 
readmitted following discharge or Trial Visit. Twenty-five per cent of 
Group II were readmitted. Although the difference in readmissions 
following referral appears significant, time is a variable that must not 
be disregarded. More time had elapsed following 1949 referrals than 1953. 
. . 
The difference cannot therefore be considered truly significant without 
the equalization of time. 
r- -------
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TABLE XI 
LENGTH OF TIME ON TRIAL VISIT 
No. of Months Group I Group II 
3-5 . 2 0 
6-8 1 0 
9-11 0 3 
12- .2._ 0 
-Total 8 3 
In Group I out of the seven patients on Trial Visit, two returned 
after three months, one after six months and five were discharged after 
-- _----=-..;__--
one year of Trial Visit. None of Group II have been returned from Trial 
Visit. If they complete their Trial Visits without relapses by April, 
1954, they will be discharged. Two of the five who were discharged from 
Trial Visit were later readmitted. Although the case sample of Group II 
is small it is noted that none of the Trial Visit patients have been 
returned. 
Trial Visit is renewed after a three month period if the patient is 
making an adequate adjustment. After one year if his adjustment has 
proven satisfactory, the patient is discharged. The Trial Visit patient 
is technically attached to the hospital and a bed is left empty for hfm 
in case of his return to the hospital. Accountable for no returns from 
Trial Visit in Group II is: (1) Trial Visit preparation, rarely given in 
1949; (2) Personal Trial Visit supervision and a greater degree of selec-
tion for candidates placed on Trial Visit. 
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TABLE XII 
TRIAL VISIT SUPERVISION-GROUP I 
Type of Supervision 
Questionnaire 
Regional Office 
Hospital 
None 
Total 
No. of Patients 
4 
1 
0 
3 
8 
TABLE XIII 
=----=--'------
Per Gent 
5o 
12 
0 
38 
100 
TRIAL VISIT SUPERVISION-GROUP II 
Type of Supervision 
Regional office 
Hospital 
T<i>tal 
No. of Patients 
2 
1 
3 
Per Gent 
67 
33 
-100 
--1 
I 
I 
In 1949 because of the understaffed hospital Social Service Depart-
ment and understaffed Regional Offices, questionnaires were used to pro-
vide information on the Trial Visit patients• adjustment. Questionnaires 
often proved inadequate because of subjectivit,y involved, and failure of 
the family to return a questionnaire or fill it out in full. Two of the 
patients that were supervised b,r questionnaires in Group I were returned 
before completion of Trial Visit. Three received no supervision whatso-
ever. All were returned to the hospital. The patient supervised by 
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·was made to Social Service for Trial Visit preparation. Family and 
financial problems plus Trial Visit preparation for patient was handled 
by Social Service before the patient was placed on Trial Visit status. 
In 1949 the Medical Staff often granted Trial Visit on familY request 1 
barring the patient's readiness. All the cases in Group II were evaluated 
by the Medical Staff before actual Trial Visit was granted. 
It will be noted in Group I that no personal supervision was given 
by the hospital Social Service Staff. Personal supervision was rare 
because of the limited staff; whereas by 1953, questionnaires were eom-
pletely discarded and personal supervision was shared by Regional Offices 
and the hospital Social Service Department depending on the accessibility , 
of the Trial Visit patient. 
Trial Visit preparation was a common procedure in 1953; whereas in 
1949 rarely was Trial Visit preparation given. Trial Visit preparation 
includes contact with the family by either the Hospital Social Service 
Department or Regional Offices Social Service Department depending on the 
families availability, preparation of patient for oncoming Trial Visit, 
and referral letters to Regional Office outlining the patients· illness, 
hospital adjustment, onset of illness and present problems. 
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TABLE XIV 
SOURCE OF REFERRALS FOR GROUP I 
Source 
Staff 
Clinical Director 
Social Service 
Total 
Trial Visit 
8 
0 
1 
9 
TABLE XV 
SOURCE OF REFERRAL FOR GROUP II 
. Source 
Staff 
Clinical Director 
Total 
Trial Visit 
3 
0 
-3 
--=- ------
Anamnesis 
0 
6 
1 
-
-7' 
Anamnesis 
0 
8 
8 
There were two chief sources of referral in Group II, the Clinical 
Director for Anamnesis and the Medical Staff for Trial Visit. With 
program developments and increase in _the n~ber of Social Service Staff, 
these sources for Trial Visit and Anamnesis referrals became common. 
After admission, the admitting doctor in his recommendation of 
activities for other departments invariable recommends an Anamnesis be 
taken by Sacial Service. In 1949 although the above was believed to be 
good practice only a percentage of the patients admitted were referred 
for Anamnesis to Social Service because of Social Service's small staff 
and lack of organization. In some instances an Anamnesis referral after 
admissions was not made. If time allowed or if it was felt essential 
that an Anamnesis be done on a particular patient, Social Service did 
an Anamnesis without referral from the Clinical Director or else made an 
I 
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Anamnesis referral to a Regional Office. The Anamnesis referrals were 
inconsistent, and coverage was low. 
Trial Visit referrals to Social Service are made routinelY by the 
Medical Staff today. In 1949 many patients granted Trial Visit were not 
referred to Social Service or followed by Social Service. One case did 
not become active with Social Service until the patient was on Trial 
Visit six months. 
TABLE XVI 
FREQUENCY OF TRIAL VISIT SUPERVISION -GROUP I 
Frequency No. of Patients 
2 or more times ever, 
three months 2 
Once every three months 3 
More 3 
Total 8 
TABLE XVII 
Per Cent 
24 
38 
38 
100 
FREQUENCY OF TRIAL VISIT SUPERVISION -GROUP II 
Frequency No. of Patients Per Cent 
2 or more times every 
three months 1 33 
Once every three months 2 67 
-T'otal 3 100 
It is immediately evident that the large percentage of the total 
number of Group I went without any supervision. This is attributable to 
understaffed personnel of both Regional Offices and hospital Social 
Service Department•. 
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Of the number of patients that fall in the categories two or more 
times every three months, and once every three months in Group I, four 
out of five were supervised by the use of questionnaires, and the other 
was supervised by personal contact by Regional Office. All of those in 
Group II were supervised by personal contact, two by the hospital Social 
Service Department and the remaining one by Regional Office. Sixt.y-eight 
per cent of the total number of Group I were supervised whereas one 
hundred per cent of Group II received supervision. 
TABLE XVIII 
GROUNDS ON \>lliiCH TRIAL VISIT WAS GRANTED IN GROUP I AND II 
Grounds 
Family request 
Directly by staff 
Family request and 
recommendation 
Total 
No. of Patients 
Group I Group II 
staff 
5 
2 
1 .2.... 
8 3 
Per Cent 
Group I Group II 
63 
25 
12 
100 
100 
100 
In Group I sixty-three per cent of the patients referred to Social 
Service were granted Trial Visit on the sole request of their families. 
In 1953, familY request plus review and recommendations from the Medical 
staff was the common source of referral for Trial Visit. FamilY request 
alone does not necessitate granting of Trial Visit today. The procedure 
for the Medical Staff by 1953 was to refer a case to Social Service for 
case work activity after Trial Visit had been granted or considered for 
the future. 
TABLE XIX 
SOURCES OF REFERRAL FOR ANAMNESIS, AND WHETHER OR NOT ANAMNESIS WAS DONE 
Source o£ Group I Group II Per Cent 
Referral Done Not Done ~one Not Done GJ;:ou~ I · II 
Hospital 3 6 43 15 
Regional Office 1 2 14 25 
Clinical Director 
..1.. 43 0 
-
Totals 4 J. 8 100 100 
The above findings in Group I show forty-three per cent of Anamnesis 
referred to Social Service were not done. In these instances referral 
was made by the Clinical Director; yet histories were not compiled. The 
main reason for Social Service's inability to take histories was the 
small size of thier staff. 
Examination of Group II reveals that in the cases studied all 
Anamnesis referred' were done. Because of adequate personnel coverage, 
history taking in 1953 was invariably done. 
TABLE XX 
LENGTH OF CASE WORK ACTIVITY FOLLO~liNG ANAMNESIS REFERRAL IN GROUPS I 
AND II 
Per Cent 
Length of activit,y Group I Group II Group I Group II 
0-2 months 5 3 72 38 
3-6 months 1 3 14 38 
6-12 months 0 1 0 12 
12 months and over 1 1 14 12 
Total 7 8 100 100 
Statistically the above figures are unrevealing and insignifi~t. 
~ctivity in two of the casas in Group I that were closed with Social 
Service were terminated because the patients were discharged. One in 
. I 
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Group II was terminated because of discharge. Five of the total number 
of cases in Group II that were closed between one and six months, were 
terminated because no further social service activity was needed. Such 
cases are closed on the strength of: family contacts that are made 
during Anamnesis taking, contacts with patient and the doctor's and social 
worker's evaluation. 
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CHAPTER v· 
CASE PRESENTATIONS OF CASE WORK ACTIVITY AROUND 
TRIAL VISIT AND ANAMNESIS REFERRALS 
In this chapter the writer will present case summaries illustrating 
case work activity around Trial Visit and Anamnesis referrals in the 
two groups studied. 
The first two cases illustrate the difference in disposition and 
Trial Visit supervision. 
In Case A the patient was approved for Trial Visit on the request 
of his family. Trial Visit was granted although the patient had not made 
an adequate hospital adjustment. The patient made a very poor community 
adjustment but was nevertheless discharged from Trial Visit without being 
returned for further treatment. 
Case A, Group I: 
This thirty-one year old, single, white, Jewish male was 
placed on Trial Visit status in custody of his familY 
and directly upon their request five months after admis-
sion. The patients hospital adjustment was poor. He 
felt he was at the hospital only for a physical examina-
tion. He persuaded his family to take him out of the 
hospital on Trial Visit status. 
The case was referred to Social Service b.r the Medical 
staff for follow-up. Social Service in turn referred 
the case to Regional Office for Trial Visit supervision. 
The first Trial Visit report from Regional Office showed 
the patient was making a poor adjustment and getting 
along poorly with his family. The next report noted 
that patient was living alone in a room and still making 
a poor adjustment. The last report indicated the 
patient was still making a poor adjustment and would be 
discharged from Trial Visit unless his parents returned 
him to the hospital. Patient was discharged. 
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In Case B the patient was not released for Trial Visit until it was 
felt by the medical staff that his condition was well enough to warrant 
release on Trial Visit. Social Service referred the case to Regional 
Office with a complete diagnostic statement of the patient. Reports of 
the patient's progress was made by Social Service to the Medical Staff. 
This case ill ustrates the growing responsibility of the Medical Staff in. 
releasing patients on Trial Visit and their use of Social Service for 
disposition of cases on Trial Visit Status. 
Case B, Group II 
This thirty year old, single, while, Catholic male, with 
no previous admission to N.V.A.H. was diagnosed upon 
admission with schizophrenia reaction, catatonic t,ype. 
The Medical Staff referred him seven months following 
admission to the Social Service Department for Trial 
Visit follow-up. During the course of the patient's 
hospitalization he showed marked improvement and his 
wife's request for Trial Visit was granted by the Medi-
cal Staff. 
Finances in the family were strained. Patient had a 
large family and was allowed one hundred dollars a 
month from his funds. 
The Social Service Department referred the case for 
Trial Visit follow-up to the Hartford Regional Office. 
A referral letter summarizing patient's behavior, prob-
lems and hospital adjustment was dispatched. 
The Hartford Regional Office saw patient at his home 
periodical~. Detailed reports of R.0. 1 s visits, con-
taining description of patient's adjustment to home and 
community, and his state of health with recommendations 
were sent to the hospital Social Service Department. 
This procedure was followed after each contact with the 
patient and his f~. The Social Service Department 
in turn presented the above data to the Medical Staff 
periodically. Continuance of patient 1 s Trial Visit on 
the strength of the Social Service reports was granted 
by the Medical Staff. 
II 
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The two cases presented illustrate the differences that existed 
in Trial Visit procedure in 1949 (Group I) and 1953 (Group II). 
The next two cases illustrate differences in social work activity 
and method of supervision in the two groups studied. 
Case C illustrates the large element of subjectivity in the use of 
questionnaires in Trial Visit supervision. The patient was placed on 
Trial Visit solely on the strength of his mother's request. Limited 
Social Service personnel made objective evaluation of the patient's home 
adjustment difficult to make. 
Case C, Group I 
Patient is a twenty-five year old, white, Catholic, 
single male who had been previously hospitalized in 
1945. At that time patient was granted Trial Visit but 
was returned because of recurrence of symptoms. He was 
referred to Social Service for Trial Visit follow-up by 
the Medical Staff. On Trial Visit the patient was 
despondent, listless, regressed and in general made a 
poor over-all adjustment. He was returned from Trial 
Visit by his mother. She stated she could not put up 
with his indolence any more. 
During patient's Trial Visit, the two questionnaires 
that were sent out and received indicated that patient 
was making at best a marginal adjustment. However, in 
reality, his adjustment was found to be very poor, al-
though the questionnaire did not give such an indication. 
The following case illustrates case work activity with both the 
patient and his family prior to and following Trial Visit. 
In this case it was decided at Disposition Staff that both the 
patient and his wife needed case work help before placing patient on 
Trial Visit status. Adequate Trial Visit coverage by the Regional 
Office social worker and detailed reports of the patient's adjustment 
'I 
to the hospital allowed the Medical Staff to make an objective disposition 1 
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of the case. The accuracy of the reports sent by Regional Office was 
contingent upon the cooperative designing of the form of such reports 
by the Chief Social Worker and the heads of Regional Offices. 
Case D, Group II 
Patient is a thirty-two year old, married, white, Protestant 
veteran. He was admitted to the N.V.A.H. on November, 1952, 
as a direct transfer from a State Hospital. Upon his admis-
sion he was diagnosed with epileptic convulsive state. 
On March 25, 1953, patient was brought before Disposition 
Sta!f for Trial Visit evaluation. It was decided that 
before Trial Visit was granted that both he and his wife 
should be prepared by Social Service. 
Patient's wife who had problems around finances and her 
husband's illness was given assistance by Social Service 
in working through these problems. Patient was seen weekly 
until Trial Visit was granted. This occurred a month later. 
Since the patient lived some distance from the hospital he 
was followed on a supervisory basis by his nearest V.A. 
Regional Office. k complete summar,y of the patient and his 
problems was sent to the Regional Office. He was seen b,y 
a worker there once a month and a report of his adjustment 
was forwarded to the hospital along with recommendations. 
His Trial Visit was extended. This patient is still on 
Trial Visit and is working. His financial problems are 
settled, and he is making a good home, occupational, and 
community adjustment. The Regional Office's reports are 
thorough and cover all phases of his adjustment. 
In the following two cases both patients were returned to the 
hospital from Trial Visit because of poor community adjustment. Social 
Service activity with family members and utilization of resources var,y 
significantly in the two following cases. 
Case E, Group I 
Patient was admitted to N.V.A.H. on July, 1948, as a transfer 
from a State Hospital. This forty-four year old patient was 
diagnosed on admission with schizophrenic reaction, catatonic 
type, chronic, severe. The patient is married and of Catholic 
religion. 
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Nine months after admission the case was referred to Social 
Service by the Medical Staff for Trial Visit follow-up. He 
was granted Trial Visit on the direct request of his wife. 
The questionnaire was used for Trial Visit supervision. 
The first questionnaire received by the Social Service 
Department from the patient's wife showed he was unemployed 
and that his adjustment was fair. Two months hence, another 
questionnaire was received. Patient was making a marginal 
adjustment. One month later the patient was returned to 
the hospital by his wife in a state of depression. 
Case F illustrates increased case work activit.y prior to, during, 
and following Trial Visit. 
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Case F, Group II 
This is a case of a thirt.Y year old white, married, 
Catholic male whose diagnosis upon referral was schizo-
phrenic reaction, catatonic type. The case was reopened 
in April, 1953, for Trial Visit preparation. This case 
had previously been active twice since patient's admis-
sion in 1949. The Medical Staff requested Social Service 
to investigate his strained relationship with his wife 
and his wife's monetary needs. 
Five months later patient was granted Trial Visit in 
custody of his wife by the Medical Staff. Social Serv-
ice referred case to Regional Office for _Trial Visit 
follow-up. A summarized report of his problems, back-
ground and hospital adjustment was forwarded to Regional 
Office. 
It was found that the patient, although making a good 
hospital adjustment, could not adjust while on Trial 
Visit because of: (1) inability to relate satisfactorily 
to his wife, and (2) financial difficulties. 
Re-hospitalization became necessary. This was recommended 
by the Regional Office that was supervising patient. 
Patient's wife was seen regularly by the Social Service 
Department after patient's return. A month later, he 
returned on Trial Visit status. A Family Agency was 
enlisted to give the patient's wife case-work assistance. 
Contact with the Family Agency, plus frequent consultation 
with patient's ward doctor proved helpful in enabling 
patient to return to the community and fam~ life. 
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The following two cases illustrate the importance of history taking 
in treatment planning. 
In Case G patient was allowed Trial Visit without an Anamnesis 
coverage, without knowledge of his family histor,y and his earlY develop-
mental histor,y. 
Case G, Group I 
Patient is a thirt.f-five year old divorced, white, Catholic 
male. He was admitted for the first time to N.V.A.H. in 
April, 1949. Upon admission he was found to be cooperative 
but under-productive. Case was referred b,y the Clinical 
Director for Anamnesis. In response to a letter sent out 
by the Social Service Department requesting patient's mother 
to come to the hospital to serve as an informant for history 
taking, a letter was received indicating that she was too 
ill and could not afford to make the trip to the hospital. 
Anamnesis was thus never done and no further attempt was 
made to either visit her or have Regional Office visit her 
for Anamnesis. 
Some months later, at mother's request, the patient was 
granted Trial Visit. He was -supervised by questionnaire 
and his adjustment appeared good. However, he was re-
admitted five months later because of the return of 
symptoms. 
Case H illustrates the basis upon which Social Service was able to 
close a case after complete history taking. After thorough Anamnesis 
coverage and exploration of patient's problems, case was closed since no 
further activity by Social Service was found necessary. This allowed 
more case work activity to be spent on more serious cases. 
Case H, Group II 
Patient, a thirty year old, white, Catholic, single male 
was admitted in April, 1953. The case was referred by 
the Clinical Director to Social Service for Anamnesis. 
Patient was diagnosed schizophrenic, reaction, catatonic 
type at time of referral. He was depressed, and had 
hallucinations. 
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The Anamnesis was done by Social Service. An appointment 
letter was sent out to patient's family to appear as 
informants for Anamnesis. Patient's two brothers, sister 
and sister-in-law served as informants and a complete 
history was taken. 
One monta later, the case was closed since the patient was 
unable to use case work services. Social Service however 
left their door open for future service to the family if 
needed. No immediate family problem presented itself, and 
thus service in this area was not needed. The patient was 
contacted by the worker twice. Because of the patient's 
degree of illness, it was felt patient would not be amenable 
to case work activity and the case was therefore closed. 
This case, although active with Social Service a short 
period of time was explored thoroughly via the Anamnesis 
in which the patient's family, social and early life were 
gone into and contact with various members of patient's 
family was established. Since the patient's family and 
the patient himself did not require case work service, the 
case was closed. 
The next two cases illustrate activity that follows complete and 
incomplete history taking. In Case I segmental history taking was done 
as problems arose. In Case J evaluation of and case work followed after 
complete history taking. 
In Case I preliminary evaluation of the patient's social problems 
could not be assessed because an Anamnesis was not done following the 
admission of the patient. Only as the patient's social problems arose 
during his hospitalization was exploration of specific presented problem 
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done. An over-all picture of the patient and his problems 
have sped up case work activity and alleviated the patient 
pressing problems. 
initially would 
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Case I, Group I 
This is a case of a thirty-four year old, white, married, 
Catholic male who had one previous admission at N.V.A.H. 
Upon admission he was diagnosed with schizophrenic reaction, 
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catatonic type. Patient was found to be suspicious, 
irritable and deluded. 
Following admission, the case was referred to Social Service 
tor Anamnesis. Anamnesis was not taken. However, upon 
request of patient's ward doctor, patient's employment record 
was investigated by Social Service. The information was 
taken from the patient. 
Two months later, the doctor requested that patient's family 
situation be explored. Patient's wife was seen and the 
family situation was explored. 
Case J illustrates the services that can be provided to the familY 
members of a patient who have been upset by his hospitalization. Discovery 
of these problems came about after Anamnesis coverage. 
Case J, Group II 
This is a case of a thirty-eight year old, white Catholic 
male who was readmitted to the hospital for the fourth time 
with a diagnosis of schizophrenic reaction, catatonic type. 
No previous histor.i had been taken on this patient. Case 
was referred to Social Service for Anamnesis by the Clinical 
Director. Patient's wife served as informant for .histor,y 
taking. 
It was discovered, during history taking, that both the 
patient's wife and his child had been upset by his numer-
ous hospitalizations. The prospect of assistance by a 
Child Guidance Clinic wa5 discussed with her. Patient's 
wife seemed accepting of such a plan. 
After the worker consulted with the Chief Social Worker 
it was decided to refer wife and child to Regional Office 
for case work assistance and preparation for a Child Guid-
ance Clinic. Regional Office kept the hospital Social 
Service Department informed on progress with family prob-
lems. 
In the meantime the patient, who had a series of shock 
treatments, was greatly improved. He was well enough to 
be placed on Trial Visit status. However, the question 
was raised by the patient's doctor after the home situation 
was explained to him by the worker, whether the patient's 
homecoming would be upsetting to the family as well as the 
patient. 
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Workers of both offices, Regional Office, and the hospital 
Social Service Department met and discussed the problem. 
They outlined a plan of approach. Results of the above 
conference was reported to the doctor. Patient was seen 
intensively by worker since he had many negative feelings 
towards his wife. This case has been carried on a con-
tinuous basis by Social Service. 
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CHAPTER VI 
Summar.y and Conclusions 
This thesis, part descriptive and part case study, has attempted to 
outline Northampton V.A. Hospital Social Service Department's increased 
participation in treatment programs since its reorganization in 1948. 
The first part of this study dealt with a descriptive analysis of 
Trial Visit, Therapeutic Trial Visit, Job Placement, Anamnesis, and 
~amily Care programs. The reformulation of administrative procedure to 
include Social Service as an active agent in the inter-disciplinary 
action of treatment programs, paved the way for its grovnh in inter-
disciplinary team work and activities in treatment programs. 
The increased number of workers of the Social Service Staff, 
acquisition of a case supervisor, refinement of procedures within the 
Department, education of other disciplines in the function of Social 
Service, contact with other members of the hospital team in casework 
activities, and the inception and growth of a student training program, 
were factors in the growth and importance of Social Service. 
Anamnesis coverage grew so that by 1953 a majority of newly admitted 
and readmitted patients were referred for Anamnesis. Coverage by this 
time was complete. Out of increasing coverage of Anamnesis referrals 
came more contacts and more activity with both patients and their rela-
tives. Initial formulation of treatment goals became clearer. Social 
data obtained from Anamnestic material assisted the Medical Staff in 
formulating a diagnosis on the patient. Revisions of the Anamnesis out-
line were made until all the important facets of the patient's life's 
problems were included. 
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Trial Visit activities were sped up and refined. Exploration and 
planning with Regional Offices led to the use of the questionnaire, a 
temporar,y index of the patient's home adjustment. As the Social Service 
staff grew, the questionnaire was used less frequently. Eventually the 
questionnaire was discarded. Personal supervision of the Trial Visit 
patient led to increased casework activit,y with patients and their rela-
tives. Trial Visit preparation became an important Social Service func-
tion. The patient's transition from hospital to community, therefore, 
became less abrupt, and relatives were also better prepared for the 
patient's homecoming. Supervisor,y reports assisted the medical staff in 
making their disposition on the Trial Visit patient. 
With the increase of its staff, Social Service was able to assist 
in preparation, location, and supervision of the Therapeutic Trial Visit 
r 
II 
I 
patient. Social Service became an important tool in placement of patients ! 
and in exploration of job opportunities for the Trial Visit patient on 
the Job Placement program. 
The Family Care Program came into being during the growth of the 
Social Service Department. Social Service immediately became active in 
home-finding, public relations and selection of Family Care patients. 
Social Service was instrumental in the operation of and growth of this 
program. 
The aid of Social Service was enlisted in a going research program 
in 1951. Thorough compilation of anamnestic data was required. New 
contacts were established with relatives who had lost interest and/or 
hope in the recover,y of their mentally ill family member. Interest and 
'I 
I 
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post-lobotomy patients was able to continue with Social Service r s con-
tribution • 
The writer will attempt to answer the general questions that were 
posed in Chapter I of this study. 
1. How did the reorganization of the Social Service 
Department come about? 
The reorganization began with the appointment of a Chief Social 
Worker who with the assistance of the Chief of Professional Services, 
outlined a course for the growth of Social Service and its integration 
with the hospital unit. The growth of the staff through the efforts of 
the Chief of Professional Services and Social Service increased treatment 
program activities. Acquisition of a case supervisor, and enlistment of 
Social Service in research activities were landmarks in the reorganiza-
tion of the Social Service Department. The refinement of Trial Visit 
procedures included the following: referral reports; closer working 
coordination with Regional Offices brought about through personal con-
tacts; increased participation in Disposition staffs; initial use of 
questionnaire as an index of Trial Visit patient's adjustmental level 
which was eventuallY replaced by Trial Visit interviews; increased con-
Anamnesis outline and increased coverage in anamnestic referrals was 
another important factor in Social Service's initial reorganization. 
2. What administrative changes affected the growth of the 
Social Service Department? 
Giving Social Service the opportunity to attend and actively partie-
II 
ipate in administrative staff meetings was a causal factor in the growth l 
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of the department. Social Service was thus afforded the opportunity to 
clari£.1 its role to the other disciplines, particularly to the Medical 
Staff. 
Social Service was allowed to participate more actively in Disposi-
tion Staffs b7 giving reports and making suggestions for the disposition 
of the patient. Social Service was brought closer to the medical staff 
in treatment planning • 
Since the appointment of the Chief Social Worker in 1948, Social 
Service has been attending Diagnostic Staffs. The representatives of 
Social Service assist by contributing anamnestic material which is 
utilized b,y the medical staff in the formulation of diagnosis of patients. ! 
3. What effect did the increase of and stabilization of 
the Social Service Department have upon its extended 
activities in treatment programs? 
In the comparative portion of this study where casework activity on 
Trial Visit and Anamnestic referrals was analyzed, it was found that 
I 
patients on Trial Visit in Group II (1953) are still on Trial Visit status. 
This means that these patients are making adequate adjustments in the 
community and have not been rehospitalized between April 1953 and March 
1954. The number in the group is small but the writer feels it is sig-
· 1 nificant that none of the three patients studied in this group has been 
rehospitalized after being on Trial Visit status for eleven months. 
In Group I (1949), three out of eight patients on Trial Visit were 
rehospitalized within six months of leaving the hospital. This shows a 
. relapse percentage of almost fifty per cent. The writer concludes that 
the above difference between Group I and Group II is significant and a 
positive correlation exists between the size and activity of staff in 
--- ---=== 
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Trial Visit supervision and the number of patients rehospitalized from 
Trial Visit. Of the five patients in Group I who did not return-but 
were discharged from Trial Visit, three did not make an adequate adjust-
ment in the community. It is not known whether any of the five discharged \! 
patients in Group I were rehospitalized elsewhere. I' 
The size of the staff and extent of Trial Visit supervision is 
directly correlated. In Group I, thirty-eight per cent of sample cases 
had no supervision and fifty per cent were supervised through the medium 
of questionnaires. Eighty-eight per cent, therefore, had no personal 
supervision. The increase in staff has provided more personal supervision! 
of Trial Visit patients, and according to the case samples studied has 
resulted in fewer rehospitalizations of Trial Visit patients. 
The frequencr,y of contacts with Trial Visit patients and their 
families was not significantly different in the two groups studied. 
However, monthly questionnaire-sending was the predominant form of Trial 
Visit supervision in 1949. A few personal contacts were made through 
home visits. 
The writer concludes, through this study of eleven Trial Visit cases, 
that the questionnaire method was not as beneficial to the patient as 
personal contacts. Personal contacts were made possible only by the 
increase in the size of the Social Service staff. 
The number of Anamnesis referrals done were greater for Group II 
than for Group I. Anamnesis was taken of all patients admitted in 1953. 
The duration of casework activity following Anamnesis referrals was not 
I 
62 
significantly different for the two groups studied. 
_j 
I 
II 
The writer, therefore, concludes that the increase in the Social 
Service staff made it possible to take complete social histories of all 
cases referred for Anamnesis b,y 1953. 
Aprr:Lt_ 1( fo~ 
Richard K. Conant 
"Dean 
'I 
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APPENDIX 
Id.entifying information_ 
Age at time of referral Race Nationality 
New Case Re-opening-- Group I Group ""'I"""I--
Mili tary service 
Length 
WWI WWII Korean Peacetime 
Ancy---- Navy __ Marin-es-- Air Cor_p __ Coast Guard 
Education 
Marital Status 
Occupation 
Period of inactivity 
Condition of patient at 
Behavior Diagnosis 
Referrals 
Reason for referral 
referral 
Trial Visit Anamnesis 
Service rendered by Social Serv1ce on referral 
Referred by: 
Staff Clinical Director Social Service Self 
Outsio:e-
Referral for Trial Visit 
How 
By whom 
Disposition 
Reasons 
Referral on Anamnesis 
How 
By whom 
Disposition 
Reason 
Ref~rral Follow-up 
Follow-up done 
By whom 
Follow-up not done 
Reason 
Preparation for Trial Visit 
Patient preparation 
Extent 
Family preparation 
Extent 
Reasons for adequate or inadequate preparation 
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Preparation £or Trial Visit 
Patient prepared 
Extent 
Family prepared 
Extent 
Follow-up on Trial Visit 
Final disposition 
Reasons 
Adjustment 
Family 
Community 
Employment 
Supervision on Trial Visit 
By whom 
Degree o£ supervision 
Follow-up on Anamnesis 
History taking 
By whom 
Inf'orma.nts 
Did work with family follow 
Did work with patient £·ollow 
Degree o£ work done 
Was treatment and/or activities o£ patient coordinated with other 
disciplines 
List disciplines and describe 
Was Social Service requested to wirk with patient by medical sta££ 
Describe 
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